A majority of patients who sustain injuries to the peripheral sensory nerves of the face and jaws experience a slow but gradual return of sensation that is functional and tolerable, if not the same as before the injuries. However, long-term effects of such injuries are aggravating for many patients, and a few patients experience significant suffering. In some of these patients, posttraumatic symptoms become pathological and are painful. The predominant painful components are (1) numbing anesthesia dolorosa pain, (2) triggered neuralgiaform pain, (3) burning and aching causalgiaform pain, and (4) phantom pain. This is a case report of conservative management of traumatic neuralgia and neuritis as part of posttraumatic pain syndromes in geriatric patients who have undergone the teeth extraction and alveoloplasty.
Pain and sensory disorder resulting from injury to peripheral nerves of the face and jaws are a major source of patient dissatisfaction and suffering. Although there has been a reduction in nerve injury from traffic accidents, the greater availability of oral and maxillofacial operations has, ironically, increased the risk of concomitant iatrogenic nerve injury. Often, attempts by oral and maxillofacial surgeons to help nerve injury patients have been hampered by medicolegal and disability considerations that surround this problem. A better understanding of the nature and effects of sensory nerve injuries and the recent development of microsurgical techniques offer new possibilities for improved treatment of neuropathies.
The majority of patients who sustain injuries to the peripheral sensory nerves of the face and jaws experience a slow but orderly return of sensation that is functional and tolerable in quality, if not normal (i.e., return of pre-injury levels of function and sensation). For some patients, however, the posttraumatic symptoms become pathological and painful. The predominant pain components are (1) numbing anesthesia dolorosa pain, (2) triggered neuralgiaform pain, (3) burning and aching causalgiaform pain, and (4) phantom pain [1, 2] .
Of these components, the most serious clinical problem is a triggered pain in the form of trigeminal neuralgia, similar to convulsions [3] . This study discusses the case of a geriatric patient with cerebral infarction who had undergone dental extraction and alveoloplasty in a broad range, and his postoperative pain in the form of posttraumatic trigeminal neuralgia was treated with intravenous (I.V.) infusion and oral administration of carbamazepine, resulting in effective analgesia and desirable prognosis.
CASE REPORT
A 74-year-old man was admitted to Wonju Severance Neuritis owing to systemic weakening was diagnosed;
posttraumatic pain syndrome was caused by tooth extraction and alveoloplasty. The authors determined the pain to be trigeminal neuralgia pain, and clinical tests were performed accordingly ( Table 1) . As therapy for acute neuroinflammation, an I.V. infusion (normal saline 1,000 cc I.V., clindamycin 600 mg I.V., diazepam [half ampule mixed with 10 cc distilled water] was administered. As a result, the pain was decreased but did not disappear completely. Therefore, a cephalosporin oral antibiotic, anti-inflammatory drugs (streptokinase, acetaminophen), an anti-seizure drug (carbamazepine 300 mg/day), and a digestive drug (simethicone) were administered orally three times a day for one week.
The pain was decreased further and improved to a tolerable level on August 31, 2015, and the medication dosing regimen was reduced to twice daily. Thereafter, the patient recovered completely on September 14, 2015, after two weeks of treatment, and he was transferred to the prosthetic dentistry department for mounting of a removable full denture. 
DISCUSSION

